*Dear Editor,*

A female, 27-year-old patient attended the health unit complaining of pain in her left upper limb for six months. The patient denied trauma or fever. Physical examination revealed increased limb volume, skin hardening, with no flogistic sign. Laboratory tests did not demonstrate any significant alteration.

Plain radiography of the affected limb and hip demonstrated alterations typical of melorheostosis, such as unilateral cortical hyperostosis along the bone axis resembling \"melted candle wax\" involving only one body segment (left hemibody) and extending from the humerus up to the hand bones ([Figure 1](#f01){ref-type="fig"}). Similar alterations were also observed in the iliac bone at left ([Figure 2](#f02){ref-type="fig"})

![Radiographic images of left arm (**A**), forearm and hand (**B**) demonstrating cortical hyperostosis along the bone axis resembling "melted candle wax" (arrows).](rb-48-01-0060-g01){#f01}

![Radiographic image of hip shows iliac and sacrum hyperostosis (arrow), at left, with the same finding observed in the upper limb of the patient.](rb-48-01-0060-g02){#f02}

Melorheostosis is a rare sclerosing disease of unknown etiology characterized by involvement of, particularly, long bones and adjacent soft tissues. It has a peculiar radiological characteristic, i.e. cortical thickening resembling \"melted candle wax\"^([@B01]-[@B03])^. Both female and male individuals are equally affected. The disease onset may occur at any age, but in 50% of cases it occurs before the age of 20^([@B01])^.

Although it is a benign disease, it may bring clinically significant morbidity to patients. Initially it may be asymptomatic, but the association between bone sclerosis and tissue fibrosis leads to shortening of limbs, bone deformity and joints stiffness, gradually progressing to intense pain and functional incapacity of the affected limb.

Bone cortical thickening is the main pathological alteration, with both mature and immature components, thickened bone trabeculae and increased osteoblastic activity^([@B01],[@B02],[@B04],[@B05])^, that may extend to joints. It is common to observe involvement of adjacent soft tissues, with development of fibrotic, bone, cartilaginous and vascular tissues.

The disease distribution is peculiar and typically affects only one side of the body, and may be either mono- or polyostotic, in this latter presentation following sclerotomal distribution. Long bones of the lower limbs are most frequently affected^([@B01]-[@B05])^. The disease rarely affects the spine, skull and the face. The diagnosis is essentially clinical and radiological. Laboratory tests results are usually normal and histological findings are nonspecific.

The classical radiological presentation is that of sclerosis in only one side of the cortical bone, with linear and segmental distribution, resembling melted candle wax dropping along the bone axis and projecting over the medullary space. Such an alteration may distally extend to finger bones.

Other observed presentations are similar to osteoma, striated osteopathy, osteopoikilosis, and myositis ossificans, with calcifications in adjacent soft tissues ^([@B01])^.

Computed tomography (CT) shows in more detail the sclerotic alterations as well as reduction of the medullary space. At magnetic resonance imaging (MRI) such alterations present with low signal intensity at T1- and T2-weighted sequences, a finding that is compatible with cortical bone. The involvement of soft tissues may also be observed, with variable calcification degrees at CT; and MRI shows images with heterogeneous signal intensities corresponding to mineralization, areas of fat and fibrovascular tissue^([@B01],[@B02])^.

Thus, melorheostosis is highlighted as a relevant differential diagnosis among bone diseases, particularly because of the characteristic radiographic findings of this disease.
